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THE DURATION OF LIFE AFTER EXTENSIVE HEMORRHAGE 
OF THE BRAIN 1 

By William G. Spiller, M.D. 

Dr. Spiller said his experience had not justified a diagnosis of apo¬ 
plexy in cases in which life has been terminated within fifteen to twenty 
minutes. He had taken thirteen specimens from the collection of patho¬ 
logic conditions, in which extensive hemorrhage of the brain was found 
at necropsy. Many of these were from cases in his service at different 
hospitals; others were from cases in the service of Dr. Mills. In all 
instances life had been prolonged at least hours after the onset of the 
apoplexy, even when the hemorrhage was very extensive, had broken into 
the ventricles, and filled all the ventricles, even the fourth. In two cases 
of this kind life was prolonged several hours; in one about five hours, in 
the other eighteen to twenty hours. 

Dr. S. D. Ingham said he had seen one case which had some bearing 
on this subject. A woman, perhaps 60 years of age, who had previously 
been in ordinary health, was suddenly stricken while alone in her kitchen. 
She was not seen within a few minutes of the time she became uncon¬ 
scious, but she had not been alone more than half an hour. She was 
found in a kneeling position as if she had fallen doing some of her 
household work. Dr. Ingham arrived at the house perhaps half an hour 
after she was found, during which time she had shown no sign of life. 
At that time she was cyanotic and getting cold and 1 had undoubtedly been 
dead for sometime. At the autopsy which was performed the same day, 
the left ventricle was found entirely filled with blood clot. There was no 
other organic disease noted at the autopsy. The duration of life from the 
onset of the attack could not have been more than one hour and was 
probably considerably less. The left ventricle was entirely filled, the 
hemorrhage also extending into the other ventricles to a less degree. 

Dr. S. Leopold read a paper on Sacral Tabes. (See this Journal, 
P- 193-) 
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FOUR CASES SHOWING SOME OF THE CARDINAL SYMP¬ 
TOMS OF MULTIPLE SCLEROSIS 

By R. C. Hamill, M.D. 

Dr. Hamill said said in a preliminary way: he had some cases in which 
either diagnosis is not sure or the symptoms are unusual. All four 
patients are inmates of the Cook County Infirmary, at Dunning. 

The first patient, T. D., 24 years old. Family history: Father died 
of tuberculosis; one brother, now 23 years old, has headaches with vomit¬ 
ing, possibly migraine. 

’The paper has'been published in the Journal of the Amer. Med. 
Assoc., December 19, 1908. 
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The patient’s mother told him that she was sick during practically 
the entire time of gestation and that he would never be well on that ac¬ 
count. He had no sickness until sixteen years of age, when he had 
rheumatism in both knees; no venereal disease; moderate drinker and 
smokes much. 

The onset of his present trouble, particularly interesting because of 
its acuteness, was two years ago. While at work, about eleven o’clock in 
the morning, his head began aching unbearably; there was diplopia, vomit¬ 
ing and dizziness, he had to go to bed. The next morning on getting up 
his legs were very weak; was taken to the Swedish Hospital; had diplopia; 
upon attempting to drink water his hand would shake so as to spill the 
water, turning the head to either side caused nausea; had to be catheterized 
once and required an injection to make his bowels move; improved in the 
hospital sufficiently to be able to walk; returned home; his doctor gave him 
some medicine “ to kill or cure ”; in a few months he went to the County 
Hospital “ all swelled up with water.” He now complains of stiffness and 
weakness and ready fatigue, especially of the legs. When he walks there 
is almost constant dizziness; some swaying of the body, considerably in¬ 
creased upbn closing the eyes; the feet are put down much after the 
manner of a tabetic. The man is twenty-four years old; he has some diffi¬ 
culty in articulation; his voice is soft and monotonous; there is a tremor 
in the left upper lip and of the entire lower lip .when talking. The uvula 
hangs toward the right; the right faucial arch stands higher and acts 
quicker than the left. The grip is noticeably stronger in the left than 
in the right hand; he can rise from a reclining to a sitting position with¬ 
out lifting his heels from the bed. In the knee-heel test there is over¬ 
action, jerkiness, and after the heel settles on the knee there is some 
coarse swaying movements of the leg. In bringing his finger to the tip 
of the nose there are slight swaying movements of the entire arm. The 
wrist-taps are brisk; the right triceps brisk, left not demonstrable; the 
knee-jerks are increased; slight indication of an ankle clonus. The 
abdominal reflexes are bilaterally increased, this has been true on several 
different days. The right plantar is increased, left normal; no Babinski, 
Gordon or Oppenheim reflexes. 

Nystagmus is present which is both static and dynamic though much 
increased by any movements. The center of the left disc shows a. patch 
of whitening, shading to the normal color on the temporal side. Pupils 
normal. 

With the cardinal symptoms of nystagmus, increased reflexes and 
slight intention tremor, the diagnosis of multiple sclerosis seems justified. 

The only sensory changes demonstrable are a shortening, by ten to 
fifteen seconds, of the duration of the vibratory sense and increase from 
two to three times the normal of the Weber’s circles. No disturbance of 
joint and tendon sense. 

Case 2. —J. H., fifty-eight years of age. Negative family history. 
He had yellow fever in 1875, malaria in 1876—no venereal history. Has 
been a sailor and a clerk. 

Fifteen years ago a weakness appeared in the legs. This and the 
ready fatigue on walking have gradually increased. As long as he can 
remember he has had to get up at night to urinate. Though he says 
there have been no other bladder symptoms, at present there is some slow¬ 
ness in starting micturition and considerable dribbling following. About 
ten years ago he had an attack in which he could not speak nor swallow. 
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He was nourished per rectum for two weeks. Says, he was not taking 
medicine at that time and that he was told he had pharyngitis. About 
that same time he developed trouble with hearing, could not hear a tele¬ 
phone bell at ten yards, also trembling, which for a long time showed only 
when, as he walked with a cane, he would put some weight on the hand 
holding the cane, which would then sway back and forth. At present the 
patient complains of rapid fatiguing, weakness in the legs, and some slight 
deafness. In walking the patient scrapes his feet, throws them forward 
with a jerk, stamps them slightly and sways quite noticeably. The right 
side of the mouth is higher and acts better than the left; the tongue 
protrudes practically in the mid-line with very slight deviation toward 
the right. In touching his nose with his finger there are one or two 
coarse jerks just before completing the act. The knee-heel test shows 
over-action, slowness and swaying for a few moments after the heel is 
placed on the knee. All tendon reflexes increased. Abdominal reflexes 
quite active; plantars normal. Duration of vibration sense ten to fifteen 
seconds shortened. The eyes are rather prominent; as they move rapidly 
from one side to the other one sees fine, rapid jerking in the movement. 
Pupils normal. The Weber’s circles are increased five or six times the 
normal. The speech is explosive, very slurring but without much scanning. 
There is no disturbance of joint and tendon sense. 

In him Dr. Hamill considered arterial sclerosis, possibly syphilis and 
multiple sclerosis. Cardinal symptoms of nystagmus, to be sure not 
very well marked, intention tremor, and increased reflexes suggest multiple 
sclerosis. The slow, gradual progress, the speech disturbance and the gait 
all speak for multiple sclerosis. 

Case 3.—W. B., forty-two years old, with negative family history. He 
had a chancre twelve years ago without secondary symptoms. He was 
a type-setter until 1892 and, although careless, never had symptoms of 
lead poisoning, no colic, paralyses, anemia or nephritis. About six years 
ago he had pneumonia. After the convalescence was well advanced he 
became delirious. Later he had a relapse in which speech was temporarily 
lost. Following this, he had much difficulty in walking; he tired rapidly, 
his gait was sufficiently uncertain to make him afraid to go about in the 
city. The trouble with walking and talking improved, or increased, at 
different times. At one time he could be pricked with a pin on the calf 
of the right leg without feeling pain. For the past year he has had 
difficulty in controlling the bowels if he had diarrhea. About two years 
ago had occasional attacks of diplopia. About a year ago he had a sen¬ 
sation as of a veil before his eyes; there is some headache and dizziness 
but no vomiting. At present he complains of rapid fatiguing and stiffness 
and weakness in the legs. 

He does simple multiplication readily, tells a connected story, has no 
mental manifestations other than some difficulty in dating occurrences in 
the recent or remote past. 

All movements are well executed except when he attempts to pick up 
small objects when there is noticeable a coarse swaying of the arms and 
a clumsiness of movements of the thumb and fingers. In his speech there 
is considerable slurring, slight scanning and an explosive quality. 

In walking the feet seem to stick to the ground; they are jerked 
forward with some swaying and stamping. There are nystagmoid twitch- 
ings in the lateral positions. The fundi are negative. The pupils are 
equal and react to light and accommodation. The wrist- and elbow-taps 
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are present; knee-jerks exaggerated; no foot clonus; both abdominal re¬ 
flexes present; plantars increased. Inasmuch as he had a history of a 
specific sore, a spinal puncture was made. The intraspinal pressure was a 
little increased. The fluid was negative to neutral ammonium sulphate and 
there were no cellular elements. The vibration sense is shortened and 
Weber’s circles increased. There is no disturbance in joint or muscle 
sense, the latter being tested with weights. 

Here also are the cardinal symptoms of nystagmus and increased 
reflexes. There is a swaying uncertainty of movement in the knee-heel 
test and in picking up small objects. The spinal puncture, speaks strongly 
against syphilis. 

Case 4.—C. C., sixty years of age. Nothing in the family history. 
Previous history. He had an attack of diarrhea with passage of blood 
for about ten days ten years ago. A year later it was necessary to pass 
bougies for stricture of the rectum. Seven years ago he had gonorrhea 
followed by a sore throat, no eruption. He always did heavy labor. About 
three years ago he noticed a weakness in the thighs and back, followed 
by pain, sharp and shooting in character, and felt as though there were 
needles and pins in the soles; also girdle sensation. During the past year 
saw double on two occasions. There has been no nausea nor vomiting. 
About nine months ago had a breaking out on the left thigh answering the 
description of herpes. 

At present there is pain in the back and the legs, a feeling of dizziness 
and worry, rapid fatiguing and frequent urination. There is considerable 
difficulty in repeating test sentences, patient not seeming to be able to re¬ 
member a number of words given to him at once; he has had no school¬ 
ing and cannot do simple multiplication. However, he says that fifteen 
days at $1.50 per day is $23.50; then he figured it out for a while and 
finally concluded it was $22.50. 

His conversation is for the most part quite connected, shows no indi¬ 
cation of paresis. 

There is constant movement of the right arm which is increased upon 
calling his attention to it as well as when he makes voluntary movements. 
These movements are due to clonic contractions, 2 to 3 per minute, of the 
scapular muscles, less of the biceps, and almost not at all of the forearm. 
(Tests were made showing considerable difficulty in touching the nose; 
also showing a rotary movement of the head; also showing a marked 
Romberg.) 

His active movements are jerky and not as strong as his muscle-mass 
would warrant. There is no paralysis. His gait is spastic and he drags 
the left foot slightly. The left triceps is increased, both knee-jerks exag¬ 
gerated, no abdominal reflexes, plantars normal. There are disturbances 
of pain and touch sense but they are so uncertain as to preclude the map¬ 
ping out of definite areas. Weber’s circles are greatly increased to five or 
six times the normal. Vibration sense is shortened. There are slight 
nystagmoid movements in the lateral positions. Fundi and pupils normal. 
Spinal puncture was made showing an enormous increase of pressure. No 
globulin or cellular elements. No disturbance of joint or muscle sense. 

The carcinal symptoms are present, suggesting multiple sclerosis. 
Movements of the face, not like those of the mask, and the lack of char¬ 
acteristic pose speak against Parkinson’s disease. There is no history of 
apoplectic attacks. All things considered, the case seems to be late de¬ 
veloping multiple sclerosis. 



